by others, whether formally or informally [3] . All in all, Degenhardt and colleagues' conclusion questioning the diagnostic validity of self-reported 'harm to others' does not seem justified.
At a more general level, the data and findings in their paper [1] alert us to implications of the radical split between diagnostic systems which ICD-11 and DSM-5 embody. ICD-11 has continued the distinction between dependence, on one hand, and harmful use on the other hand. DSM-5 has abandoned any distinction; all symptoms are now equal indications of 'use disorder'; dependence has officially gone, but often is inferred indirectly by severity as measured by the number of items indicating a disorder. The paper's results demonstrate that the two systems also arrive at different conclusions about whether an individual case has a disorder: in Table 6 , of the cases where any disorder is found, it is found by only one of the systems for 36% of the alcohol cases and for 46% of the cannabis cases. In the new era, the two diagnostic systems disagree not only on concepts but also on what constitutes 'a case'. It is not clear what this means for treatment. In many countries, especially for alcohol, most cases never receive treatment, and those treated may not qualify to be a psychiatrically defined case [4] . Thus, the diagnostic definitions and surveys seem to exist in a somewhat different world from the social realities, including within treatment systems.
From a population-based public health perspective, we need to reconsider what makes the most sense as indicators of substance use-induced hazard or harm. Dependence turns out to be a somewhat culture-specific concept [5, 6] , with different regions of the world showing quite different relationships between amount of drinking and reported alcohol dependence rates [7] . There are two alternative bases for population-level indicators. One option is levels and patterns of consumption [8] . The other is a cumulative indicator of substance-use related harm, whether to the user or to others-as in ICD-11's harmful use, or in traditions of population studies of alcohol and other drug problems (e.g. [9] . In trying to determine what is most useful at a population level (although not necessarily in a clinical situation), perhaps it is time to look beyond interpretations and diagnoses which privilege what is in the user's mind, instead taking items about substance-induced harm at their face value and focusing on reducing them.
